SUMMARY In the MRC/Derbyshire Smoking Study, a cohort of about 6000 adolescents was surveyed annually about their smoking behaviour, attitudes, and other issues from when they entered secondary school at 1 1-12 until 15-16 years and then again at 18-19 years. Their parents answered a similar questionnaire when their children were aged 11-12 and 15-16 years. In this paper we report the findings of an investigation focussed on the relation between parents' and childrens' smoking behaviour and attitudes at different stages of adolescence. It reveals substantial agreement between children's and parents' reports of parents' smoking behaviour and attitudes, that children from one-parent families are more likely than their peers to smoke, and that boys are more likely to smoke if their fathers smoke and girls if their mothers smoke. In addition, maternal attitudes were independently related to the boys' smoking behaviour. The implications of these findings for health education are discussed.
SUMMARY In the MRC/Derbyshire Smoking Study, a cohort of about 6000 adolescents was surveyed annually about their smoking behaviour, attitudes, and other issues from when they entered secondary school at 1 1-12 until 15-16 years and then again at 18-19 years. Their parents answered a similar questionnaire when their children were aged 11-12 and 15-16 years. In this paper we report the findings of an investigation focussed on the relation between parents' and childrens' smoking behaviour and attitudes at different stages of adolescence. It reveals substantial agreement between children's and parents' reports of parents' smoking behaviour and attitudes, that children from one-parent families are more likely than their peers to smoke, and that boys are more likely to smoke if their fathers smoke and girls if their mothers smoke. In addition, maternal attitudes were independently related to the boys' smoking behaviour. The implications of these findings for health education are discussed.
Twenty five years ago social researchers implicated parental smoking behaviour' and parental permissiveness regarding smoking2 as being influential in the development of smoking among children and adolescents. Subsequently, several investigators have reported further details of these relations but there are a number of disagreements. Some reported a sex linking in the relation between parents' and children's smoking behaviour3 and others that this relation is stronger among girls than among boys.4 Some considered that parental attitudes are more important than their behaviour' whereas others reported that attitudes were of little importance. 6 One possible reason for the inconsistency in these findings is that each of the studies had one or more methodological limitations. The studies were usually small and did not consider whether the relationship between parents and children changed during adolescence. In addition, although the findings were usually based on analyses of children's reports of their parents' smoking behaviour and attitudes, no attempt was made to measure the extent to which this differed from that of the parents' own reports. Finally, the studies were usually cross sectional in design and so could not reveal the effect of changing parental smoking behaviour and attitudes on their children.
In this paper we aim to identify more precisely the nature of parental influence on their children's smoking through an analysis of the data collected in a large longitudinal study of adolescent smoking behaviour.
Method
The data were taken from the MRC/Derbyshire Smoking Study.7 In that study a cohort of over 6000 adolescents was followed from entrance to secondary school aged [11] [12] M Murray, S Kiryluk, and A V Swan parents' questionnaire when their children were ageo 11-12 years. Over half the fathers and about 400%0 of the mothers admitted smoking and about two thirds of the parents held a favourable attitude to smoking in general and to smokers' rights, although less than 15% favoured children smoking and only 5%10 were against more health education campaigns. Table 2 compares the data on parents' smoking behaviour obtained directly with the data from the children's reports of their parents' smoking behaviour. Taking the parents' reports as the truth, this shows that of the mothers who smoked, 96% were correctly identified by their children as being smokers, while of the fathers who smoked, 92% were correctly identified. However, of the mothers and fathers who claimed not to smoke, 10%/, were identified by their children as being smokers. Table 2 Comparison of parents' reports of their smoking behaviour with children's reports of their parents' smoking behaviour Mothers' report Fathers' report Although there was no directly equivalent question on parents' attitude to smoking on both parents' and children's questionnaires, it was possible to compare the mothers' reports of their attitude towards their children smoking with their own children's reports of parental permissiveness towards smoking. There was a consistent pattern in the marginal totals (table 6). Those adolescents whose parents moved in the direction of increasing the risk (eg, adopted smoking) were more likely to adopt smoking themselves than those whose parents did not (eg, remained non-smokers). This pattern was often delayed, being more apparent at 18-19 than at 15-16 years. However, the number of children whose parents' behaviour changed was small, and these patterns did not reach significance in the regression analysis.
Discussion
This study revealed substantial agreement between children and parents in reporting parental smoking behaviour. The slightly higher prevalence of parental smoking reported by the children may have been due mothers' attitudes.
In conclusion, our findings confirm that parental smoking behaviour and attitudes are an influential factor in the development of smoking among adolescents. One hopeful sign is that by giving up smoking or changing their view of children smoking the parents seemed to reduce the risk of their children smoking. This is a factor that should be considered in the design of future health education programmes for children. Research conducted in Norway"3 found that the effectiveness of school anti-smoking programmes was greatly increased when the parents were involved.
Previous anti-smoking campaigns have concentrated much of their effort on discouraging children from smoking with the aim of creating a non-smoking generation. This approach does not take sufficient account of the fact, reconfirmed by our findings, that children are influenced by the behaviour and attitudes of adults, especially their parents. The most effective way to stop children smoking may be to discourage smoking among adults. For example, the decline in the prevalence of smoking among middle class adults over the past 30 years has been followed by the emergence of a social class gradient in the prevalence of smoking among children."4 Future health education efforts should not consider children in isolation but rather as part of a society in which smoking is still acceptable adult behaviour. Unless action is taken on a societal level to reduce smoking among adults then the aim of creating a non-smoking generation will be frustrated.
